Perhaps the biggest question left unanswered in the past 10 years is, who should the future imager be (1-5)? After decades of holding the benefit of cardiac imaging to be "self-evident," showing "value of imaging" is becoming the cornerstone of appropriate utilization. This combined with a lingering perception of overutilization, poor ability to accurately estimate pre-test probability to drive appropriate testing, and ground realities that show a huge rate of normal test results (6) will continue to keep imaging under undue scrutiny. It thus remains an important issue that will affect how we train our fellows, how imaging fellows will find jobs, how we will efficiently prioritize testing, how society will judge and pay us, and how the field will evolve. What paradigm of training and what practice privilege patterns will create the best imager, capable of providing care under such a formulation, remains stubbornly unsettled.
Perhaps the biggest question left unanswered in the past 10 years is, who should the future imager be (1) (2) (3) (4) (5) ? After decades of holding the benefit of cardiac imaging to be "self-evident," showing "value of imaging" is becoming the cornerstone of appropriate utilization. This combined with a lingering perception of overutilization, poor ability to accurately estimate pre-test probability to drive appropriate testing, and ground realities that show a huge rate of normal test results (6) will continue to keep imaging under undue scrutiny. It thus remains an important issue that will affect how we train our fellows, how imaging fellows will find jobs, how we will efficiently prioritize testing, how society will judge and pay us, and how the field will evolve. What paradigm of training and what practice privilege patterns will create the best imager, capable of providing care under such a formulation, remains stubbornly unsettled.
WHAT SHOULD ANY SOLUTION SOLVE?
At a minimum, any practice paradigm should be able to best address most of the following issues.
First, patients should proceed along the most optimal testing pathway that is based not on local expertise but on the best available evidence (7) . There should be a mechanism to access such evidencebased testing elsewhere if best expertise is not available locally.
Second, imaging pathways should focus on high quality, timeliness, and cost efficiency. In the future, these would need to become even more economical.
Third, imaging pathways should support the financial and disciplinary viability of cardiology and radiology departments. Last, imaging paradigms should be amenable to decision support systems and be able to create an ongoing data stream to improve and evaluate these algorithms.
CURRENT PARADIGMS
Current expert opinion is divided on how to best position our training and practice patterns ( Table 1) .
The most often chosen course, more because of inertia than evidence, has been to stay the course in the current, fragmented, and modality-parochial they have no relationships relevant to the contents of this paper to disclose. Many of these proposals are only good to the extent that they can be practically applied ( Table 1 ). It is difficult to predict the economic milieu of the future, and quite like war plans, any predictions may evaporate upon encountering the realities on the ground. The practice climate is also different in different parts of the world, and each society will have to find a locally applicable model (5).
HOW WILL RAPIDLY CHANGING OR PAROCHIAL GUIDELINES AFFECT PARADIGMS?
The evolving imaging paradigms would also be strongly buffeted by emerging forces, the rapidly changing face of evidence, and how individual 
HOW CAN EARLY-STAGE TRAINING FIT IN WITH ANY PARADIGM?
We also need to resolve the paradox that imaging is finding its way into an ever increasing number of diseases and interventional procedures at a time when enthusiasm for payment for such imaging is waning. One cannot imagine practicing medicine without imaging, and nearly every clinician is becoming increasingly reliant on imaging, either as a test performer or as a consumer of test results. 
CONCLUSIONS
The imager of the future is no longer a theoretical debate, and how we train future imagers will greatly affect the professional and economic viability of our specialty. iJACC, although it does not have all the answers, will continue to raise this issue and provide a platform for vigorous exchange of ideas on major questions that will affect our field. As a small start, a short survey of imaging programs in the country showed a slow but surely increasing interest among fellows to train in multimodality imaging and among programs to create resources to provide such training (8) . A second small survey of our readership also showed vibrant interest in multimodality imaging.
Let the debate continue, but hopefully we will settle on an answer in this decade! 
